A 60-year-old man was referred to our hospital with a three month history of lethargy, weight loss, cough and night sweats. Upon admission, temperature was 37,2 °C, cardiac frequency was 80 bpm, respiratory frequency was 20/min, blood pressure was 100/70 mmHg and transcutaneous oxygen pulsed saturation was 97%. Physical examination was unremarkable (of note, no peripheral lymph nodes were found clinically). The patient had no personal or family history of tuberculosis. He was born in Turkey, and had lived in France for thirty years. The chest X-ray showed mediastinal enlargement without pulmonary infiltrates. The computed tomography evidenced large mediastinal and retroperitoneal lymph nodes as well as a hypodense spleen collection ([Fig. 1](#fig1){ref-type="fig"}). Full blood count, renal and liver function tests were unremarkable. HIV serology was negative. Because acid-fast stained bacilli were identified in a sputum sample (*Mycobacterium tuberculosis*), the diagnostic of tuberculosis was retained and a disseminated form suspected. Molecular analysis did not raise the suspicion of an antibiotic resistance. A quadruple therapy (rifampicin, isoniazid, pyrazinamide and ethambutol) was started, followed by some clinical improvement. Two weeks later, the patient presented a relapse of fever and asthenia. New bacteriological samples were analyzed (blood cultures, broncho-alveolar lavage) without results. A second CT revealed that the mediastinal lymph nodes had decreased in size while the spleen was still enlarged with a necrotic aspect ([Fig. 1](#fig1){ref-type="fig"}). Splenectomy was decided to prevent the risk of fistula into the peritoneum. The pathological examination of the spleen revealed a non-Hodgkin lymphoma (NHL) and chemotherapy was started. The patient died shortly after of septic shock, and no follow-up CT could be performed.

This case report is an occasion to remind that the principle of parsimony that is a backbone of medical reasoning is not an absolute dogma. In some cases, a disease may hide another one. TB and lymphoma can share similar clinical and radiological features, which may make the differential diagnosis a challenge. In a recent report, three patients with a presumed diagnosis of TB on clinical grounds (without bacteriological confirmation) were eventually diagnosed with a Hodgkin disease in two cases, and with a diffuse large B cell lymphoma in the other case.[@bib1] Several reports have described the coexistence of tuberculosis and non-Hodgkin lymphoma in lymph nodes.[@bib2] Of importance, TB and lymphoma can be causatively related, through the well established lymphoma-related immunosuppression.[@bib3; @bib4] In the other direction, it has been reported that the risk of non-Hodgkin lymphoma is significantly increased (OR 1.8) in individuals with a history of TB.[@bib5] The risk of non-Hodgkin lymphoma is increased in individuals with a history of severe forms of tuberculosis who have not received curative chemotherapy,[@bib6] and an underlying common susceptibility has been postulated. In our patient, the relapse of fever two weeks after the initiation of treatment occurred too early for the possible diagnosis of a paradoxical reaction to have been likely. This type of reaction tends to happen later during the course of treatment, especially in non-HIV-patients.[@bib7; @bib8] In absence of documented nosocomial infection, it appeared logical to consider the diagnosis of extensive caseous necrosis of the spleen and that of a lymphoma. Because of the poor diagnostic performances of fine needle aspiration cytology of the spleen[@bib9; @bib10] and because of the risk associated with the intraperitoneal rupture of a massive caseous abscess, a splenectomy was performed that unveiled the coexistence of tuberculosis and the lymphoma.

The diagnosis of lymphoma should be considered among the possible explanations of the atypical evolution of a diagnosed TB under treatment, especially in the absence of arguments for antibiotic resistance.
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